An education program, which was part of a controlled trial of intervention with families of schizophrenic patients, is described and evaluated. The evidence suggests that this kind of education has a role to play in psychosodal intervention. Assessment of its impact should include not only changes in information acquired but also in attitudes.
The idea that educating relatives of schizophrenic patients about schizophrenia could possibly benefit both the relatives and the patients, came from research on the attitudes of relatives toward patients. These attitudes have been called Expressed Emotion (EE). Research has shown that patients who live with relatives who are highly critical or emotionally overinvolved with them (high EE) tend to relapse significantly more often than those who live with relatives who do not sHow these attitudes (low EE) in the 9 months following hospital discharge (Brown, Birley, and Wing 1972; Vaughn and Leff 1976 ). In the later study, it was found that high EE relatives shared another attitude that was not held by low EE relatives. High EE relatives believed that the bizarre or difficult behavior of the patient was deliberate and malicious, took an unsympathetic view of the illness, and felt that the patient could, if he wished, control this behavior. Low EE relatives, in contrast, believed that the patient suffered from a legitimate illness and thus could not control his behavior.
The research into EE provided a rationale for an intervention project with high EE relatives and the •patients who live with them. Because low EE attitudes appear to protect the patient from relapse, it was proposed that the high EE attitudes of the relatives could be altered to resemble those of low EE relatives and that relapse in patients from high EE homes could thereby be reduced. Three main interventions were used, of which one was education of relatives. The other two were a relatives' group and family therapy. As the justification for intervention strategies had been founded on earlier empirical evidence, so too was the justification for the education. The reasoning was that if high EE relatives could learn more about schizophrenia, they might begin to understand that some of the patient's bizarre or difficult behavior could be attributed to the schizophrenic condition. Such understanding would be one of the apparently important changes necessary for the change from high to low EE.
The intervention project has now been completed. (For further details about EE and the project itself, see Leff et al. 1982 .) The main aim of this project was to attempt, by using a psychosocial program consisting of different elements (education, a relatives' group, and family therapy), to lower EE and thus reduce the relapse rate in the group at greatest risk. This group was defined as those patients living with a high EE relative and in high face to face contact (defined as 35 hours or more per week) with the key relative.
The results of the controlled trial showed that by intervening in the ways described, it was possible to reduce the relapse rates of patients living in high EE homes to 9 percent, which is the relapse rate in low EE homes. In contrast, the relapse rate of the untreated control group remained at 50 percent, which is the predicted rate of relapse for patients from high EE homes. In addition, EE changed from high to low in 6 out of 12 high EE relatives. Ideally, it would have been the aim of this article to assess whether the education had made a contribution to this positive outcome. The design of the study made it impossible to be specific about the particular impact of the education, and therefore a modified aim is to examine the role of the education in the context of the total program based on responses to an assessment interview called the Knowledge Interview (KI).
Although there were clear indications in the research that an education program was an important form of intervention, the view that schizophrenia is an illness is not universally accepted. Although this is a controversy of importance, it will not be considered here because the orientation in EE research has been that schizophrenia is an illness. Another issue, however, is pertinent: Does education, or labeling as it is sometimes called, really help the relatives to play a positive rather than a negative role in the outcome of the patient's illness?
For those who do not favor labeling, the concern appears to be that the effect of labeling the patient will inhibit relatives from attempting to help the patient. If the relatives believe the patient is suffering from an illness, they may feel they have no control over the patient and his illness (Armstrong 1978) . Similarly, the idea of a nonsick role may lead to more social interaction between the relative and the patient (Golding et al. 1975) . Bott (1976) goes even further and suggests that relatives will initially resist the desire to label the patient; once the patient is labeled, however, the relatives' impulse to reject that person will become intense.
Empirical evidence from a study with university volunteers (Fisher and Farina 1979) suggested that a biosocial view discouraged an interpersonal view of mental illness. The investigators concluded that it was preferable to have a social learning view.
In contrast, though with similar intentions, other authors have expressed quite the opposite view. A quotation from Hatfield (1979) is an example. She describes the effect on relatives of joining the Schizophrenia Association:
In its strongly biochemical explanation of schizophrenia, it absolves families of being the cause and permits them to see the patient as physically ill. Resentment and anger were also expected-indeed seemed justified-but were rarely expressed. Because caregivers seemed to see .the patient as ill rather than bad and therefore unable to behave differently, they felt he warranted sympathy, [p. 339] Labeling in this view is seen as beneficial to both patient and relative. Kint (1977) found that the second most important need expressed by relatives was to know the symptoms. (The first need was to know how to cope with the illness.) Of course, this finding says nothing about the effect of such knowledge on the relatives and their interaction with the patient; it only tells us that relatives would like to know more and presumably anticipate that such knowledge would be helpful.
Between these two views is that of Beels (1975) , who favors labeling but introduces a useful distinction between disease and illness. It is the implications in the latter, of the social role of a sick person incapacitated until properly treated, that should be avoided. A disease model, according to Beels, carries implications of retraining and rehabilitation and the avoidance of situations that lead to stress.
This last point provides the most convincing reason for labeling or education-namely, that a mental illness is often a chronic condition and, as Beels says, a predicament that may last a lifetime. It is chronic for the relatives with whom the patient lives, as much as for the patient himself. However, those who take the opposite view could argue that the chronicity instead results from the labeling and its associated expectations.
These issues can be resolved empirically by providing relatives with information about schizophrenia, and assessing the effect on them and their subsequent interaction with these patients.
This article attempts to describe the impact of an education program on relatives of schizophrenic patients. Does education distance relatives from patients who have a disease over which they have no control and thus make the relatives rejecting? Or, does education enable relatives to accept the patient and feel more sympathy? And what of the patient? Does the fact that his family has gained knowledge have some longterm benefit for him7 Unfortunately, the material presented here cannot provide conclusive evidence, but it does offer the opportunity to answer these questions at least in part. A major reason for the inconclusiveness is that this work was carried out as part of a controlled trial of social intervention with schizophrenic patients and their families (Leff et al. 1982 ) of which the education was but one intervention. Since the study was not designed to assess the effect of each intervention specifically, this article describes results that can, in part, be attributable to the education itself.
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The broad research questions were: Table 1 . Demographic and historical characteristics of patients
• Is there a difference initially at the first Knowledge Interview between high and low EE relatives in their knowledge about schizophrenia?
• Does education of an experimental group change the state of this knowledge when compared with a control group that has not had this education?
• Does education have a different impact on high EE relatives when compared with low EE relatives?
Methods
Subjects. The patients were all consecutive admissions to three London hospitals. They had all been living at home in high contact (35 + hours per week) with the relative before the admission. Table 1 shows the demographic and historical characteristics of the patients in the trial. There were no significant differences between those who came from high EE homes and those who came from low EE homes (Sturgeon et al., in press) . It was also shown that there was only one significant difference on these characteristics between high EE relatives in the experimental group and those in the control group. Those from the experimental group had been out of work longer (Leff et al. 1982) .
All patients were interviewed with the Present State Examination (PSE) (Wing, Cooper, and Sartorius 1974) . The PSE data were analyzed by the Catego program and patients were included if they were assigned the diagnosis of schizophrenia. Subcategories of schizophrenia are not used by this system but rather are classified in terms of syndromes. There were no differences between high and low EE patients in numbers of syndromes present (Sturgeon et al., in press). Leff et al. (1982) found there were no significant differences between the two groups on any of the syndromes. In the high EE group there were 22 relatives-12 in the experimental group (7 male and 5 female) and 10 in the control group (7 male and 3 female). In the low EE group there were 14 relatives-9 in the experimental group (6 male and 3 female) and 5 in the control group (4 female and 1 male). Table 2 shows the composition of the respective households, represented here by one relative for each household. Of those who were included in the intervention trial, three relatives refused to be interviewed at the initial Knowledge Interview; two who refused were in the high EE control group and one was in the low EE group. Table 3 shows the number of relatives who were interviewed. Subsequently, all but two, one high EE and one low EE relative who were not included at the third Knowledge Interview, were refusals. One was excluded because she was thought to be of low intelligence and the other had developed a serious illness. The relatively high refusal rate of the relatives in the control group probably reflects their view that as they had received nothing in return from the team, continued participation was not worth their while.
Materials. The Education Program consisted of the Knowledge Interview and the education itself.
The Knowledge
Interview is an open-ended questionnaire consisting of 21 questions that were linked closely to the content of the Education. Both covered the diagnosis, symptomatology, etiology, treatment, prognosis, and course of the schizophrenic illness. (See Appendix 1 for the Knowledge Interview.) The education consisted of four short talks written in simple English and based on Vaughn and Leff (1976) and Creer and Wing (1975) .
The first talk is about the diagnosis. In this talk a brief outline of the symptoms is given and reference is made to difficulties that the relatives may have experienced-for example, communicating with the patient. We emphasize that schizophrenia is a well-recognized condition and that the patient's experience of the condition is very real for him, although this may be difficult for the relative to recognize.
The second talk is about the symptomatology. Disturbances of thinking are described, both in terms of the patient experiencing too many thoughts or too few thoughts. Delusions and hallucinations are also described from both the relatives' and patients' points of view. The relative may have had the experience of the patient believing the relative was against him or may have noticed the patient talking or laughing to himself. The reaction of the patient to these symptoms is also outlined-for example, that the voices may be unpleasant or controlling.
In addition to disturbances of thinking, emotional changes are also described, such as violent displays, socially withdrawn behavior, or inappropriate expressions of feeling as well as the patient's reactions to these changes. Other changes are mentioned such as loss of energy, erratic sleeping habits, lack of sociability, loss of interest in personal hygiene, or increased fussiness. Certain statements indicate that the patient cannot control his condition-for example, voices may control the patient, he may lose control of his feelings, his sleep may be affected so that it is difficult for him to keep a job, or he may lack energy and so neglect his appearance. It is emphasized that symptom patterns vary considerably from patient to patient.
The third talk deals with the etiology. A number of contributory factors are mentioned: inheritance, the family's influence on the course of the illness once it has appeared, and an increase in stress.
In the fourth and final talk, the treatment and course of the condition are described. Treatment includes the very important role of regular medication. It also addresses the way the family deals with the patient, avoiding criticism and emotional overinvolvement, attempting to avoid stress, and warning the patient of potentially stressful situations. The variability of the prognosis is emphasized; it is indicated that most people improve with treatment but that recovery may not be complete.
Procedure. All relatives were seen for the first Knowledge Interview (KI(1)) as soon as possible after the first EE interview (usually within a week). All interviews were tape recorded. KI(2) was given after the education in the case of the experimental groups, or about 6 weeks after KI(1) in the case of the control groups. KI(3) was given at followup, 9 months after the patient's hospital discharge. Table 4 shows the design of the intervention study.
Those who were to receive the Education Program were asked, following KI(1), if they would like further information about the illness. The approval of the consultant in charge of the patient had in all cases already been sought. Consent was given in all cases.
The decision to brief relatives about the prospective education was linked to KI(1), either through a statement by them at the outset that they would like to know the diagnosis or an indication that they resented not having been told, or a statement at the end of the interview that they would like to know more about the illness. Although the education was part of a broader psychosocial program (Leff et al. 1982) , no reference was made at this stage to subsequent aspects of the program. This omission partly reflected a desire to avoid overloading the relatives by offering them too much at one time. We were very general in our statements to the relative, saying we would be telling them more about the illness and stating the number and length of sessions. Only one high EE experimental relative said she would prefer not to know, although we proceeded with the education. After the final session, she said it was a relief to know. All the others welcomed the opportunity to learn more.
Originally, the education was given in four separate sessions, but early on in the trial this was changed to two sessions. The two-session format was more economical, and relatives did not appear to be overloaded by too much information. Relatives were almost always seen in their own homes. One exception was a high EE wife in the experimental group who wanted to protect her husband from the knowledge of his illness, and she felt that having the education at home increased this risk.
In the first session, relatives were given the two talks on diagnosis and symptomatology. In the second session they were given the third talk on etiology and the fourth talk on treatment and course. It had been explained to them before the talks that they should interrupt to comment or ask questions. After the talks, they were encouraged to discuss what they had heard. The relatives were then given the printed material to keep.
The responses to the Knowledge Interviews were categorized by a content analysis. Appropriate categories were developed by the first author and then submitted to the second author for amendments if necessary. Percent agreement was 76.2 based on independent ratings by Ineka Stierman, a clinical psychologist, who was blind to the EE assessments. 
Results
There were no differences between high and low EE relatives at KI(1) except that low EE relatives believed significantly more often that the patient was his normal self between episodes.
Information Acquired. 1 It can be seen from table 5 that there were three areas in which information was acquired. Firstly, the diagnosis was known by the experimental group at KI(2), and this knowledge was considerably greater than that of the control group (x 2 = 6.6, df = 1, p < .01). The same difference held within the high and low EE groups, with both experimental groups knowing the diagnosis significantly more frequently than the control groups.
At KI(3) significantly more relatives in the experimental group again knew the diagnosis than in the control group (j( J = 6.2, p < .01). Only in the high EE experimental group was there a significant difference from the control group (Fisher's exact test, p = .001). The early difference in the low EE group was no longer evident.
The second aspect of information that had been acquired by those relatives who had been educated related to symptomatology. At KI(3) significantly more relatives who had been educated, both high and low EE, knew more about symptoms than those who had not been educated (Fisher's exact test, p = .002). The criterion was set very low, and to "know" required that a relative describe at least one positive or negative symptom in a way that was considered to be closely related to the education. For example, while "a fusion of fantasy and reality" was not acceptable, a "feeling that his mind was being controlled" was.
At KI(2) the high EE relatives in the experimental group had also acquired information about the management of the illness. For the purposes of the analysis, responses that referred only to medication as a form of management were excluded. The education had dealt with the importance of the patient avoiding stressful situations, and of the relatives trying to avoid worrying and becoming upset with the patient. The relatives in the experimental high EE group referred to these aspects of management significantly more than the control high EE relatives (Fisher's exact test, p = .04).
At KI(3) 8 out 10 high EE relatives (80 percent) in the experimental group knew about management, as compared with 2 out of 6 (33 percent) in the high EE control group. This finding is not statistically significant.
Attitude Change. Differences emerged in four areas.
1. Is the patient his usual self in between bouts of illness7 (Q.10) At the initial interview, KI(1) there was a significant difference between high and low EE relatives in their responses to this question. The high EE relatives said significantly more often than the low EE relatives that the patient was not his usual self (Fisher's exact test, p = .05). (It is worth noting that this is the only significant difference between high and low relatives at KI(1).) This difference was still present at KI(2) (Fisher's exact test, p = .03) but was no longer evident at KI(3).
2. Does the patient always have this condition, or does it come and go? (Q.ll) High EE relatives at KI(2) said significantly more often than the low EE relatives that the patient always has the condition (Fisher's exact test, p = .01). This difference was not present at KI(3). Its absence could possibly be accounted for largely by a change in the responses of the high EE experimental group. At KI(2) four out of eight said the patient always has the condition (50 percent), whereas at KI(3) only two out of 10 said this (20 percent). Too much of the data was missing for a comparison with the control group, which was reduced to three.
3. Can the relative distinguish patients in general from his patient? 2 No significant differences were found between any of the groups at KI(1) and KI(2). However, at KI(3) all high EE relatives in the experimental condition could make this distinction whereas only half those high EE relatives in the control condition made this distinction (Fisher's exact test, p = .03).
4. Relatives' expectations about the future. At KI(2) the high EE experimental group in addition were less pessimistic about the future than the high EE relatives in the control group (Fisher's exact test, p = .01). A few examples of pessimistic statements are: It would be a miracle if she got better-54032 (father).
I'm beginning to lose hope-54060 (husband).
As the earlier findings had suggested that pessimism in the high EE experimental group may be reduced by education, it was of interest to compare the number who were optimistic at KI(1) (27 percent) with those who were optimistic at KI(3) (60 percent).
5. Concern about the future.
2 This was the result of an analysis of questions 12 and 13. Those relatives who answered question 12 as though they were answering question 13 (that is, answered as if for their patient when they were asked about all patients) were considered not to be making the above distinction.
(Q.13) At KI(3) a statistically significant difference was found between high and low EE relatives irrespective of whether they were in the experimental or the control condition. More high EE relatives were concerned about the patient's future (Fisher's exact test, p = .001).
Other. From table 5, it can be seen that the only other effect of the education on the low EE experimental group was in which source they cited for the information they had received. They had acquired it from the research team and remembered that they had, unlike the low EE control relatives who found it more difficult to cite their source. The difference between the experimental and control low EE relatives was significant (Fisher's exact test, p = .01). This difference was, however, found at KI(3) for the high EE experimental relatives as compared to the high EE control group (Fisher's exact test, p = .008).
Once these analyses had been completed and the more important aspects of the Knowledge Interviews teased out, an additional question became of interest. In the article by Leff et al. (1982) , it was reported that there were five relatives in the high EE experimental groups who had shown a change from high to low EE. In view of the results of the education, we were interested to see whether this group of relatives differed from those who had not changed from high to low EE. Only the relevant questions from the KI were examined (see Appendix I): 2. What is your relative's condition?
10. Does he-always have this condition, or does it come and go?
11. Is he his usual self in between? An additional question was whether relatives could distinguish between the general patient population and their own patient. From inspection the only differences that warranted analysis were on 12/13 and 15. There were no statistically significant differences between the two groups when the ability to make a distinction was analyzed. It is worth noting that all those relatives who changed did make the distinction at KI(2) and KI(3), but only half of those who did not change made the distinction.
With regard to optimism, it may be that those who changed were already more optimistic at KI(1) (Fisher's exact test, p = .06), but there were no differences at KI(2), suggesting that the education alone does not offer relatives more hope. However, by KI(3) the difference is clear (Fisher's exact test, p = .03), with those who changed being significantly more optimistic.
Only one significant difference was found on question 15 and this was at KI(3). It was only at this point that relatives who changed mentioned the importance of avoiding undue stress and worry for the patient, not upsetting the patient, and being calm-that is, articulating their ideas about lowering EE. The difference was significant (Fisher's exact test, p = .03).
Discussion
The purpose of educating the relatives was twofold. Not only did we hope to provide them with information about schizophrenia, but it was also hoped that if relatives knew more about the illness, their attitudes toward the patients would alter as a result. This immediately raised a problem of evaluation, which in the course of the study became more apparent-namely, how to assess the knowledge. If the education were an academic exercise, the answer would be simple: the more the relatives were able to remember of the information, the better. However, the difficulty was that relatives might not remember the information. Would the conclusion then be that the education had no value?
From the data presented in the last section, there is little doubt that relatives remembered only a fraction of what they had been told. They knew the diagnosis and a little about management immediately after the education. The group and the family sessions may have contributed to their further knowledge about the symptoms by KI(3). The absence of any knowledge of etiology is quite striking, and the tendency to retain their own version of causes of the illness is consistent across all groups.
These results, although limited, suggest several important ideas. We know from Creer and Wing's (1975) work that giving the diagnosis alone may be counterproductive. However, giving the diagnosis in an interview set aside for that purpose, with the possibility of some exchange, and in the context of other information that may soften the blow, may have value. For example, if the relative is given a little epidemiological data, the information may be lost, but it may reduce his feelings of isolation. There is also the possibility that remembering the diagnosis and a little about management ties in with the two most burning questions relatives ask: "What is it?" and "What do we do?" We also know that there is considerable guilt, and the relatives often ask: "What did we do to cause it7" It may be, however, that etiology is an area which is so well-defended that education makes little impression. One implication may be that for the relative the suggestion that inheritance and family factors are causative leads to anxiety and guilt, which prevent assimiliation of this information.
There may also be other reasons for so little apparently being remembered. Firstly, the education was done shortly after admission during a period of high anxiety, a condition not conducive to retention of factual material. Secondly, the information itself is quite new and, to be retained, may need a longer period and added input from other sources.
However, one aspect of the information contained in the education could be given greater emphasis. These are the points that deal with the negative value, for the patients, of high EE. We became aware at the end of the program of our own caution in telling relatives about EE in an open way. It would seem, though, that knowing about the effect of high EE is associated with change. That fact, taken together with the work of Cozolino (personal communication), suggests relatives value and can use tips about how to deal with the patient; thus, education should perhaps be more explicit in this particular area.
To base the value of education only on the amount of information retained is probably inadequate for the reasons given above. The area that is most important is how the relatives' attitudes toward the patient change as a function of the education. It would be ideal if the correlation between information retention and attitude change were positive, but perhaps a less rigorous criterion such as a change in attitudes contingent on education may be acceptable.
Following the education itself, only one change in attitude was found in the high EE experimental relatives: they became less pessimistic. This change is retained, although it is only a trend through to the end of the program. When the findings are related to those who did or did not change their EE rating, change appears to be associated with a more optimistic attitude initially. However, it is not clear whether it is mainly those who are more hopeful at the outset who have the potential to change, or whether we can, by our therapeutic attempts, help relatives to be more hopeful and thus facilitate a necessary condition for change. As the whole tone of the intervention project and the meta-communication of the therapy was hopeful, further research should consider the interaction between hope and the capacity for change. The finding that the high EE relatives remain concerned about the future suggests that they may remain vulnerable. This conclusion echoes the view of researchers and therapists alike, who maintain that these relatives may need minimal support for an extended period, some suggesting that the therapy is never formally ended (Goldstein, personal communication) .
A fairly coherent picture emerges of a change over time in the attitude toward the patient and his illness. The low EE relatives see periods when the patient is his usual self, and they need no help in perceiving the patient in this way. In the beginning the high EE relatives see the patient as always being sick and never having periods of being his usual self. It would appear that they need some help in altering this view, but it is arguable as to whether the help should be education or some other form of intervention. At the end of the program they do begin not only to see the patient as having times of normality but are also able to separate the patient from the schizophrenic population as a whole. One could argue that as the change appeared late in the program, it is mainly attributable to the later interventions. However, it should be remembered that the distinction the relative has learned to make is between the patient's being ill and being well. The ideas of illness behavior, of fluctuations in symptomatology, and of the positive response potentially to better management techniques are contained in the education program and are subsequently reinforced. On these grounds, one could then link the education to these changes in the relatives' view of the patient. Since they are in the direction of the low EE relatives' views, which are reliably established as protective, they can be viewed as positive changes. At a clinical level it is a common observation that high EE relatives cannot establish to their own satisfaction when the patient's behavior is due to his condition or his "cussedness." It could be that the social intervention was useful in helping relatives make this distinction.
On the other hand, it could be that the patient's clinical state had indeed altered as a result perhaps of the intervention with the relative. The relative could therefore have been reporting a real change in the patient's condition. Unfortunately, patients' progress was not monitored sufficiently during the 9-month followup period to permit a choice between the two explanations for the change. Further studies could look at this empirically.
One of the more important questions posed by the earlier EE research could not be answered by this study. It had been found previously that the high EE relatives believed that the patient could control his illness, in contrast to the low EE relatives, who believed the patient could not help it. This finding was not replicated in our study. While the failure to replicate could be seen as a refutation of the earlier finding, we had the impression that relatives did not receive the question as it was intended and that the original meaning was not conveyed. If this is the case, then our finding may reflect a methodological problem. Careful construction of the items in the Knowledge Interview would help to clarify this issue.
Education of the sort provided in the intervention program has some impact on information retained as well as on attitudes. The assessment of the value of such education should be largely based on attitude change, which can be closely linked to the education, rather than on the amount of information relatives are able to recall. It is also important to consider some of the nonspecific consequences or effects of being educated by professionals in the way that has been described here. For example, what are we communicating to relatives when we tell them about the symptoms of the illness? We may be giving them information, but we are also giving them, perhaps, a new view of themselves as individuals who are able to receive such facts. These underlying messages may have at least as great, if not greater, impact on relatives' capacity to change than the information in and of itself.
There is also a need to examine more closely the techniques used to impart information, and to assess whether there are benefits in a more personal type of education in which information is closely linked to an individual's history as compared to an objective account. Instead of presenting education as an event as we have done here, it may be more effective to give it piecemeal over time and with repetition at the relative's request.
In summary, if an attempt is made to answer the broad research questions posed at the end of the introduction to this article, it would appear from this evidence that:
• When high EE relatives are compared with low EE relatives, they differ initially only on how they perceive the pervasiveness of the patient's condition; and when high EE relatives are compared with low EE relatives at followup, the former are much more concerned about the patient's future.
• When members of the experimental group (high and low EE relatives) are compared to controls, they know more about the diagnosis and symptoms than the control group.
• When the experimental group of high EE relatives was contrasted with the experimental group of low EE relatives, the latter differed from the high EE control group in (1) knowing more about management following education; (2) becoming more optimistic following education; (3) altering their perception of the patient as someone who always has the condition to someone who sometimes does and sometimes does not have the condition after all the interventions; and (4) seeing the patient more as an individual after all the interventions.
The very general question as to whether education facilitates or discourages families from involving themselves with the patient can be answered to some extent by these findings. No relative refused further contact after the education: for practical reasons, they were not always able to attend the group, but they always welcomed visits from the members of the research team. It is our experience that education is, in fact, a powerful form of engagement of families in further interventions.
This study has shown that it is not generally the practice in hospitals to tell relatives as a matter of course that the patient has schizophrenia, far less to go into the details of the illness. This is clear from the finding that relatives in the control groups rarely knew the patient's diagnosis.
Clinicians avoid specifying the diagnosis for a variety of reasons. Some professionals dislike the label "schizophrenia," preferring to subsume symptoms under the term "illness." Others shy away from naming the illness because they wish to avoid the patient role for the person who has schizophrenia. It was our experience that relatives welcomed the education-all but one of the relatives before they had received it, and all of the relatives subsequently. Looking back after a period of months, two relatives described their experiences: Doctors hedge and tell you only what they want to tell you. It helped me where I was horrified. I thought my son was a monster. You helped and showed me it was an illness. That was half the battle, knowing the poor boy was ill. There might be other poor boys or girls ill like this where people might hurt them, do all sorts of things to them because they don't realize they are ill, which is a dreadful thing. [54001-mother of a 30-year-old son]
In the past when John was difficult, I had no idea what was going on. It helps me now to know that he is ill, that he can't help doing or saying things that might be strange. I accept it and let it blow over. It helped me knowing more about it. [54041-wife] It appears that many relatives did appreciate the education, and while it is unfortunate, in some ways, that the effectiveness of the education could not be separated entirely from the other interventions, education clearly has value at several levels. Those who wish to work with schizophrenic patients and their families may find such an approach helpful to the families, to the patients, and to themselves.
